occurs on yawning, eating, or biting: on two or three occasions patient has not been able to reduce the displacement for several minutes.
Mr. ROTH said that many methods of treatment had been practised on cases similar to this, ranging from excision of the condyles, plication of the external lateral ligaments, division of the external pterygoid muscles, to prolonged rest, or " masterly inactivity !" but all had got well in the end.
Case of Left Unilateral complete Absence of the Tibia. By E. LAMING EVANS, C.B.E., F.R.C.S. PATIENT, male, aged 1 year 3 months; well-developed, healthy child. Family HIistory.-Father, aged 27; mother, 21. Both without deformity. They have a younger child, aged 3 weeks, without deformity. No known deformities have occurred in father's or mother's families. Present Condition.-Head, neck and spine normal. Upper extremities, normal. Abdomen: left testicle in a high scrotal position. Thighs: the left thigh is 1 to 2-in. shorter than the right. Circumference of thigh: upper part, left 10 in., right 10* in. ; lower part, left 8 in., right 9 in. Patellae: right well developed; left impalpable.
The leg is shortened and flexed in the region of the knee: flexion is complete until checked by impact of heel against posterior surface of thigh: extension is short by 45°.
The upper end of the fibula reaches to the level of the upper margin of the external condyle, and has a loose connexion with its outer surface, constituting a pseud-arthrosis. The fibula is palpable through its whole length: is curved with convexity outwards, and feels thicker than normal; it is 4L in. long, measured along its convexity; the right fibula measures 51 in.
The curvature of the fibula in no way resembles the normal curves. The external malleolus is unduly prominent, and the foot lies in complete supination, along the inner border of the leg. A deeply recessed dimple is present over the fibula head, and is continued down the outer border of the fibula as a linear scar-like depression.
The four outer toes are normal, but the great toe is bifid in its ungual phalanx.
The general conformation of the foot is normal, except for a slight increase in the height of the longitudinal arch and shortening of the palmar structures. There is complete absence of the elongated convex outer border usually present in congenital equino-varus.
All the muscles of the leg and foot appear to act, and the functional results are abnormal, corresponding with the abnormal leverages. As far as one can tell, sensation is normal. The circulation-is good.
X-ray examination shows the following points: (1) The pubic segment of the os innominatum is still without sign of ossification: normally this centre appears during the fourth month of intra-uterine life. The ilio-ischiatic segment is normally ossified. (2) The centre for the capital epiphysis of the femur is absent on the left side, present on the right. (3) The left tibia is completely absent. (4) Ossification in the tarsus is normal: centres for the os calcis, astragalus, cuboid and external cuneiform are present. (5) The accessory toe lies on the medial side and is fixed with the ungual phalanx of the great toe: this ungual phalanx has one centre of ossification whereas the accessory toe has two centres, thus resembling the four outer toes.
Cases of absence of the tibia are nearly equally divided into partial and complete. In 1920, Nuzzi' collected eighty-one recorded cases. Of the partial, there is only one recorded instance of the defect involving the upper end: they, therefore, lend themselves more readily to conservative treatment by bone-grafts.
Cases of complete absence have been treated by attempts at arthrodesis of the fibula with the femur: but, in almost all cases, the results have been poor, union failing to take place, and a prosthetic apparatus being required.
In the present case, even if the fibula could be united to the femur and the foot rendered plantigrade, the present shortening would be increased by the amount of the operative overlaps, and the intrinsic deficiency in growth impulse, with the result that the patient would have to carry a gradually increasing cork on an extended and fragile limb.
I think amputation through the knee-joint is preferable, with an endbearing stump in a bucket on an extensible peg leg.
I " Chirurgia degli Organi Movimento," 1920, v, p. 164. 
